An 83-year-old male patient was admitted to our emergency department because of weakness, fatigue, and generalised muscle pain 4 days in duration. He was a retired worker living close to the pine area in Yozgat and he was not deal with animals. Upon physical examination, he was hypotensive and tachycardic, and ecchymotic areas of haemorrhage were widespread in both the lower and upper extremities and the body. His body temperature was 37.6°C. Laboratory findings were: leukocytes 2,710/ mm 3 , haemoglobin: 10.9 g/dL, platelets: 23,000/ mm 3 , creatine kinase 156 mg/dL, lactate dehydrogenase 569 IU/L, C-reactive protein 54 mg/L, activated partial thromboplastin time 44.5 s, prothrombin time 10.4 s, and international normalised ratio= 0.8. Melena was present. Upper gastrointestinal endoscopy revealed superficial erosions with oozing haemorrhages in the oesophagus, and multiple oozing bleeding ulcers up to 7-8 mm in diameter with adherent fresh blood clots in the stomach and duodenum (Figure 1 ). There was no history of contact with ticks, but living in the endemic area, and the current laboratory and clinical findings brought to mind of the CCHF disease in the differential diagnosis. Our suspicion of CCHF was confirmed by polymerase chain reaction. Upon supportive care, the patient improved in about one week. To protect healthcare workers from the risk of CCHF infection, any marked combination of clinical features-such as thrombocytopenia, fever, myalgia, and extensive gastrointestinal mucosal bleedingsshould engender a suspicion of CCHF in clinicians, especially in endemic areas.
